Medical compliance for Hispanic patients with end stage renal disease by Cruz, Leo Joe
California State University, San Bernardino 
CSUSB ScholarWorks 
Theses Digitization Project John M. Pfau Library 
1999 
Medical compliance for Hispanic patients with end stage renal 
disease 
Leo Joe Cruz 
Follow this and additional works at: https://scholarworks.lib.csusb.edu/etd-project 
 Part of the Social Work Commons 
Recommended Citation 
Cruz, Leo Joe, "Medical compliance for Hispanic patients with end stage renal disease" (1999). Theses 
Digitization Project. 1798. 
https://scholarworks.lib.csusb.edu/etd-project/1798 
This Project is brought to you for free and open access by the John M. Pfau Library at CSUSB ScholarWorks. It has 
been accepted for inclusion in Theses Digitization Project by an authorized administrator of CSUSB ScholarWorks. 
For more information, please contact scholarworks@csusb.edu. 
MEDICAL COMPLIANCE FOR HISPANIC PATIENTS WITH END STAGE
 
RENAL DISEASE
 
A Project
 
Presented to the
 
Faculty of
 
California State University,
 
San Bernardino
 
In Partial Fulfillment
 
of the Requirements for the Degree
 
Master of Social Work
 
; By
 
Leo Joe Cruz
 
June 1999
 
MEDICAL COMPLIANCE FOR HISPANIC PATIENTS WITH END STAGE
RENAL DISEASE
A Project
Presented to the
Faculty of
California State University,
San Bernardino
By
Leo J. Cruz
June 1999
 A-/S-99
Dr. Rosemar^McCaslin, Chair of DATE
Research. Se&uencexN. So/elal Work
_pr-«-''4foTl^Y--Gj;^ken, Project Advisor
Catherine Ettari RN, CNN
Mountain Vista Dialysis Center
ABSTRACT
 
The scope of this project is an examination of medical
 
compliance for the Hispanic patient with End Stage Renal
 
Disease. Chronic illness and dependency on life maintenance
 
hemodialysis treatments become central here. For this
 
minority population, the reactions and fears of illness and
 
treatment in many cases lead to non-compliance. The
 
perception of compliance or lack of it, can also be
 
distortion impacted by cultural or alternate belief systems.
 
Using a constructed questionnaire, formulated in consensus
 
agreement by the health care giver team and researcher, 50
 
in-center patients are interviewed. With a better
 
understanding of medical compliance drawn from the diverse
 
perspectives, causal factors will be examined leading to
 
potential solutions.
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INTRODUCTION ,
 
The reasons for doing a qualitative research study on
 
Hispanic, End State Renal Disease patients and non­
compliance are many. Working from the premise of
 
theoretical sensitivity, in engaging my own professional
 
experience and from the literature, serves to incite the
 
call, The viewing of non-compliance takes on many shapes
 
and meanings. Clearly, non-compliance can be viewed as a
 
social construction by the health care giver. In this
 
context it can be seen as the labeling process, with the
 
emergence of the "difficult" or "challenging" patient'tag.
 
In this case, however, we are describing an individual with
 
a disease requiring a two-to three-times-per-week regimen of
 
hemodialysis treatment. In the dialysis clinic, the above^
 
life maintenance modality will take place, along with the
 
unfolding of a forever-altered lifestyle for the patient.
 
The perception of, or the framing of non-compliance,
 
emanates from the treatment for what is more commonly known
 
as kidney failure. In the more clinical or medical mode
 
context, it becomes renal failure, either acute in episode
 
or chronic. For the patient experiencing acute renal
 
failure, a short duration of hemodialysis filtrations would
 
be required. Once the specialty doctor or nephrologisthas
 
determined that the blood work is in the normal range, the
 
patient then can usually return to normal activities. For
 
the patient diagnosed with chronic renal failure, the ^
 
forecast for a return to normalcy becomes quite bleak.
 
Out-patient hemodialysis treatments are most commonly
 
performed here in the United States at designated dialysis
 
clinics. Under the care of the hephrologistand augmentation
 
of nurse, dietician and social worker, will serve as new
 
entries into the life of the new E.S.R.D. patients and their
 
families. Clearly, more must be known about hemodialysis as
 
a treatment. In the preparation leading to the above
 
modality, the patient will have the placement of a temporary
 
or subclavian access to initiate the blood filtration.
 
Later, a scheduled out-patient surgery will take place to
 
join the veins at the lower forearm, thus creating a fistula
 
access for greater blood flow. Once the patient is in the i
 
clinic setting, hemodialysis through the artificial kidney
 
or dialyzer will serve to filter out the toxins in the body.
 
Apart from hemodialysis, the other treatment alternatives
 
are Continuous Ambulatory Peritoneal Dialysis, Continuous
 
Cycler Peritoneal Dialysis and cadaveric or a living related
 
organ donor. C.A.P.D. and C.C.P.D. are more commonly known
 
as home dialysis, and are for the more independent and high
 
functioning patient. Non-compliance of the patient can
 
 i 
severely diminish the chance for organ transplahtatioh, due
 
to the stringent guidelines of the transplant committee.
 
The tough stance against patient non-compliance is a result - "v
 
of organ shortages attributed to lack of cadaveric donors, 

The rationale becomes that for the available organ, only the
 
most functioning and compliant patient will be considered.|
 
Out-patient, in-center hemodialysis is the predominant : j 
r ■ 
treatment utilized, Farris (1994), "Today, there are over 
• I- . 
J 
170,000 people being treated with artificial kidney 
treatments in the United States alone" (p. 23).
 
Yet, one must ask: How does the patient feel when
 
stricken with such a catastrophic illness? Some of the
 
physical abnormalities or symptoms are excessive swelling
 
around the ankles and face, nausea and vomiting, lethargy,
 
loss of appetite, poor taste in mouth, fluid retention and
 
shortness of breath. With some biological foundation as
 
underpinnings, an examination of the psychosocial aspects
 
must be taken into account. The psychological trauma of
 
reliance on a life-sustaining treatment like hemodialysis to
 
the new patient and family members can be overwhelming. A
 
large rippling effect is felt within the family
 
constellation, as they gather and battle to restore their
 
equilibria. The adding of dimensional layers of culture,
 
language and ethnicity to the E.S.R.D. patient
 
invites new territorial discussion.
 
In the clinic setting, the Hispanic view of the
 
dialysis prescription becomes quite different than that of
 
mainstream counterparts. The term Hispanic necessitates
 
some dichotomy here. Hispanic, or the term Hispano, both
 
equal Latin American, Spanish o^r American citizen or
 
resident of Spanish descent. Despite the common link of
 
language, Hispanic becomes also an umbrella term which
 
includes Mexican-Americans, newly arrived Mexican nationals,
 
and Latinos from Central and South America. In the Eastern
 
and Southeastern portion of the United States, the primary
 
composition of Hispanics are Puerto-Rican and Cuban or
 
Cuban-American. In this research project the primary
 
Hispanic grouping will be Mexican-American and immigrants
 
from Mexico and Central America. A cognizance will be made
 
of the Filipino-American, who also share Hispanic surnames.
 
Many connotations emerge when we return to.the term of
 
non-compliance. Yet for contrast, compliance must be
 
defined, C. Stedman's Medical Dictionary: i^^The consistency
 
and accuracy with which a patient follows the regimen
 
prescribed by a physician or other health professional." D.
 
Ballantine's Law Dictionary: "Comply - to perfect or carry
 
into effect; to complete; to perform or execute in accord
 
with a previous contract or arrangement." A. Black's Law
 
Dictionary: ''''Submission; obedience; conformance." The
 
appearance or resemblance emerges here when non-compliance
 
is defined. According to Scofield (1995, p. 150) non­
compliance is seen as "the failure of the pa;tient to
 
cooperate in carrying out that portion of the treatment plan
 
that is under his or her control." Clearly, compliance to
 
ranges of non-compliance can be seen on a continuum. All of
 
the above definitions are authoritarian and dictatorial in
 
tone, with unyielding features conducive to creating an
 
adversarial relationship, instead of an understanding one.
 
(Pugh, 1996), "Population-based studies of Mexican-Americans
 
with diabetes mellitus, show these patients likely to
 
develop E.S.R.D. due to lack of compliance to blood sugars,"
 
(p. 286). If the medical treatment team is to urge \
 
\
 
\

compliance, is that then a dismissing and discounting of the,
 
renal patient's autonomy and self-determination?
 
Sensitivity to the cultural differences of the Hispanic
 
E.S.R.D. patient must be taken into account. It would
 
appear that for the patient to comply, he or she must
 
understand the benefits of adherence to the hemodialysis|I
 
I
 
I
 
regimen. In my own caseload working with the population,
 
much of the explanation for missed hemodialysis was grounded
 
in the belief that the regimen was a short-term cure, rather
 
than a treatment. A general or ma;instream-treatment
 
approach with this type of patient, is often not the right
 
fit and is least effective. Other variables which can
 
significantly contribute to non-compliance are age, sex,
 
socio-economic status, education, occupation, region and
 
■lifestyle. ■ ■ ■■ 
With the onset of E.S.R.D., a major precipitator has 
been established for major depression, P.T.S.D., anxiety or 
a host of other mental illnesses in the D.S.M IV. With the 
inclusion of the patient who comes from a different cultural 
experience, speaks Spanish, embraces a dissimilar world view 
and has little understanding of modern medicine, the 
challenges begin for the health care team. 
A central ingredient to maintaining the compliance of 
the Hispanic E.S.R.D. patient is education by the treatment : 
team. Who will be there to explain and comfort a fearful, 
Spanish-speaking E.S.R.D. patient awaiting his or her first 
treatment? ■ ; ■• ' 
"My argument has stressed the discrepancy between 
disease as it is conceptualized by the physician and illness 
as it is experienced by the patient," (Eisenburg 1977:p. 9) . 
Who will be there to understand the Hispanic E.S.R.D. 
patients and guide them through the storm of their 
condition, clouded by an uncertain future? 
The thrust of this research project is to gather and
 
possibly formulate new insights into the Hispanic E.S.R.D.
 
patient and non-compliance to their hemodialysis treatments.
 
Quite possibly, since this will be an exploratory study, the
 
Hispanic E.S.R.D. patient may or may not be more inclined to
 
miss treatment than other ethnic or cultural groups.
 
However, should significant findings emerge from the study,
 
the potential becomes greater to broaden the limited body of
 
knowledge in this specialty field. The paucity of
 
literature associating the Hispanic with non-compliance and
 
E.S.R.D. serves to support my assertions. At this time
 
there exists a call for papers for the possible discovery of
 
the factors associated with the non-compliance of the
 
Hispanic E.S.R.D. patient!
 
LITERATURE REVIEW
 
As stated earlier, the scarcity of the literature
 
specific to the E.S.R.D patient and non-compliance becomes
 
obvious during the search. What was uncovered was a
 
plethora of related studies across the many disciplines in
 
the medical model as well as outside of it. Amici (1996: P.
 
674), found a 55-year old, African-American female on
 
maintenance hemodialysis: "Management was difficult due to
 
her non-compliance secondary to severe depression." In this
 
isolated case, the primary causal factors to non-compliance
 
was the depression associated to E.S.R.D and dependency on
 
hemodialysis treatments.
 
A possible refutation to my earlier contention that the
 
more the patient understands kidney disease, increases the
 
likelihood of compliance, comes about when "medical
 
compliance involves more than educating patients about the
 
mechanism and treatment of their illness" (Hsia 1998: 331).
 
Other reasons stated as contributing to non-compliance // 
Jy­
become other disease processes operating simultaneously. 
According to Gavin (1997: 55), "The difficulties adjusting
 
to E.S.R.D requiring dialysis can be multiplied by the
 
coexistence of a sleep disorder that requires some
 
ventilatory assistance at night." For the dietician at the
 
dialysis clinic, the monitoring of fluid intakes and
 
adherence to the prescribed spartan diet for the patient
 
becomes a monumental task. Much like all of the players on
 
the health care team, the dietician encounters noncompliance
 
in a slightly different way: attempting to control the
 
behavior of eating and drinking. "Fluid non-compliance in
 
the chronic hemodialysis patient is a widespread problem,"
 
(Shapiro 1994: 303). The impact to the above is felt in
 
dollars shelled out by the public or private insurance
 
carriers, when the patient enters the acute care setting as
 
a result of their non-compliance.
 
In examining the role of the social worker in the
 
context of the dialysis clinic, many questions come to the
 
surface. Is the social worker adequately prepared and
 
sensitive to the needs of the Hispanic E.S.R.D. patients?
 
"Many social workers are uncertain about what to expect
 
when providing services to the culturally diverse group of
 
clients known as Hispanics or, alternatively, as Latinos,"
 
(Castex 1995: pp. 92). In further examining the possible
 
causes with non-compliance, the wrong assumptions can be
 
made which lead to the mislabeling of common cultural
 
practices. For example, Hispanic E.S.R.D patients may miss
 
their treatment and cross into Baja California, Mexico, to
 
seek herbal medicines or cures at the botanica, which are
 
stores which vend non-traditional remedies and religious
 
images. In the dialysis clinic, there must be efforts made
 
by the multi-disciplinary treatment team to avoid passing
 
judgment on what is clearly an adherence to a cultural
 
belief system.
 
"The cultural component and practices of Hispanic
 
beliefs may differ quite extensively from the practices of
 
the non-Hispanic," (McCready 1985: p. 93). In the Hispanic
 
community there exists a high degree of fatalism, or
 
thoughts associated with complete submission to fate. With
 
the onset of E.S.R.D. for the patient, the perception
 
becomes in many cases one of a self-fulfilling prophecy.
 
The mind set and question becomes "Why should I go to
 
treatments today, if I will be dying anyway?" According to
 
Angel and Thoits (1987: p. 82), there is extensive
 
documentation that many ethnic minorities have beliefs about
 
illness and treatment that differ significantly from Western
 
scientific medical practice."
 
In most Western societies, illness and its causes are
 
attributed to pollutants, bacteria, degenerative processes,
 
heredity, malnutrition, chemical imbalances, lack of
 
exercise, and other factors. For example, most Americans
 
and some Hispanics with varying degrees of acculturation,
 
are compliant to antibiotics,: multiple medications, as well
 
as surgical interventions, radiation and chemotherapies.
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The receptiveness and utilization of acupuncture, herbal
 
therapy and spiritualistic rituals, becomes quite the
 
opposite. "The scientific medical model may be inadequate
 
for understanding the perception of illness and the help-

seeking behaviors of ethnic minorities in our society"
 
(Denis 1979: p. 83).
 
other considerations linking non-compliance to the
 
Hispanic E.S.R.D. patient becomes the religious, spiritual
 
and holistic elements. "Traditionally, many Hispanics
 
classify illness as either natural or unnatural. Natural
 
illness is thought to be caused by God's will or fate, while
 
unriatural illnesses originate from evil done by another,"
 
(Grossman 1979: p. 84). From the viewpoint of the, patient,
 
the causes of E.S.R.D. are attributed to forces outside the i
 
body, thus leaving little incentive to comply with the diet
 
and the two-to three-times-per-week regimen of hemodialysis
 
treatments. As the medical model of treatment promotes
 
specialization in health care, the Hispanic patient is
 
likely to embrace a holistic apprdach, where the mind and
 
body become one.
 
Other contributors to the non-compliance of the
 
Hispanic E.S.R.D. patient reside in their socioeconomic
 
status. "The economically deprived are more likely to
 
retain the beliefs and values of their country of origin
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than their middle-class counterparts from the Same culture,"
 
(Chrisman & Kleinman 1983: p. 89). The above argument would
 
appear to hold water, since most second and third generation
 
Mexican-Americans aie. better off economically, than the
 
newly arrived Mexican immigrant. Impoverished Mexicans may
 
not have transportation to get themselves to their
 
designated hemodialysis treatment times, at the clinic. From
 
the perception of the multi-disciplinary treatment team, it
 
is construed as patient non-compliance. With a sense of
 
loss of dignity for the Mexican immigrant, at not having any
 
medical insurance to cover the costs of the treatments and
 
medications, he or she chooses to stay at home.
 
The impoverished condition of Mexican immigrants
 
disallows them to adequately follow the prescription of the
 
renal diet. In this state, the patient purchases the items,
 
that he or she can afford. Large sacks of flour Will be
 
bought to make the tortillas, which will wrap the beans,
 
rice, cheese and pork. The above food intake will signal to
 
the dietician, when reviewing the lab work of the patient,
 
that compliance to the diet has been violated. "It has been
 
suggested that socioeconomic differences and resultant
 
status differences have greater influence on ethnic minority
 
experiences wiph social service systems, including the
 
health care system, than differing health beliefs.
 
vi2:
 
especially of those who have been in the country for many
 
years," (Longres 1991:p. 89). It becomes an. imperative for
 
the social worker to be in tune with patients in their
 
environment. The impact and effect of socioeconomic
 
factors, which impede the Hispanic E.S.R.D. patients in
 
attaining an adequacy of care comparable to others, requires
 
constant vigilance.
 
In the Hispanic E.S.R.D. patient exists a longstanding
 
family history of Diabetes Mellitus Type II. The connection
 
between uncontrolled diabetes and end organ damage to the
 
heart and kidneys becomes significant. The term
 
uncontrolled, unless otherwise specified as purely organic
 
in cause, mirrors non-compliance.. In a comparison study of
 
Hispanic and Native Americans E.S.R.D. patients, it was
 
found that "Diabetes now accounts for almost 55% of
 
Hispanics and 65% of Native American entering the E.S.R.D.
 
program," (Norris 1995: p. 32). The above percentage
 
regarding the Hispanics dialysis patient is important,
 
because it indicates a prior predisposition to being non-

compliant in the management of their diabetes before
 
experiencing renal failure. One could safely assume that
 
the above is a potential predictor for non-compliance to the
 
hemodialysis regimen as well.
 
Taking it a step further, since the Hispanic E.S.R.D.
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patients are prone to levels of non-compliance, the question 
becomes whether they live; longer than other ethnic groups 
while on dialysis. Taking into account age, ethnicity, arid 
other categories, a study by Pugh (1995: 13) found that 
"Mexican-American E.S.R.D. patients appeared to have 
survival advantages similar to African-Americans, who do 
well and live longer on dialysis than Caucasians." In ■ 
another related study, it was found that "In general, health 
care for African-Americans is deficient, despite doing 
better on dialysis than Caucasians, " (DePalm 1989:p. 33). 
Deficient health care effects all and in case of the 
Hispanic E.S.R.D. patients much of the perception of 
deficiency may well reside with an unwillingness to take 
ownership of their prescribed treatments. 
According to Lundlin (1995:p. 174), "In adapting to
 
renal failure, dialysis patients are not different from
 
others coming to grips with a traumatic life event. As a
 
result, they are likely to be immersed in dealing more with
 
their own concerns than with any medical prescription that
 
the staff may be trying to impose." With the Hispanic
 
E.S.R.D. patient, while the intent is to participate in
 
behavior deemed good or harmful to health, many times it
 
results in competing agendas. The question becomes "How
 
compliant or non-compliant do I have to be to get what I
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 want from the treatment team?" In som§ cases the plan to
 
miss treatments in the clinic and the carrying out of the
 
plan is sure to capture the treatment team's attention.
 
Perhaps the non-^compliance becomes a ploy to be rescued and S
 
■ - ■ ' . I : 
to allow for the nurturance of a weakened ego. 
"When the dialysis staff makes the effort to find the
 
cause of a patient's problems, they may be able to make an :
 
appropriate, educated referral for a possible solution and
 
prevent further problems," (Moore 1994:p. 28), Many times
 
from my own observation in the dialysis clinic, the more the
 
resistance and non-compliance exhibited by the Hispanic
 
E.S.R.D, patient, the less the interest and interventions of|^
 
the treatment team became. According to Moore (1994:29),
 
"When patients have a complete understanding of the reasons
 
behind the restriction that must be imposed to maintain and
 
improve their health, they are much more likely to comply."
 
A portion of the literature has echoed the theme that
 
the more educated the E.S.R.D. patient becomes, it lessens
 
the likelihood of non-compliance. "Under constraints of
 
time, there is little priority given to supportive staff-

patient interactions. And this is most unfortunate, because
 
non-compliance, which is antithetical to efficient operation
 
and is annoying to staff, can be reduced by better teaching
 
and communication, as well as thorough attention to other
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needs of the patierit,'' (Denis 1987:p. 84). Gould the other
 
needs of the patient be their ethnicity or language? To
 
simply have someone in the dialysis clinic who can translate
 
in Spanish for the Hispanic: E.8.R.D. patient and treatment
 
team will not guarantee the understanding of the need to
 
.comply.
 
It becomes clear that language differences between the
 
nephrologist and Hispanic E.S.R.D; patient can impact .the
 
encounter and patient recall. "Patients seen by bilingual
 
physicians had better recall and asked more questions than
 
those seen by English-speaking physicians," (Bean and Tienda
 
1987: p. 365):. The intuitive feeling here is that the
 
Hispanic E.S.R.D patient experiences a transference to the
 
nephrologist who.speaks Spanish, with a sense of a better
 
self or a consciousness of kind. In a study by Shapiro and
 
Saltzer (1981: p. 366) it was found that "Caucasian
 
physicians established a significantly better rapport with
 
English-speaking patients than with Spanish-speaking
 
patients." Also, "interaction factors of language,
 
translator, and ethnicity appeared to influence whether
 
medication instructions were understood by the patient,''
 
(Shapiro and Saltzar 1981: pp. 368).
 
In another related study by Manson (1988: pp. 366), it
 
was shown that "the language discordant group was more
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likely than the language concordant group to be non­
compriant with their medications." Implicitly stated here
 
are connotations that the ethnicity of the nephrologist and
 
the ability to Communicate in Spanish to the patients is
 
associated with better levels of compliance. Yet, settling
 
the cultural differential aside, compliance and non­
compliance are relative terms. What the treatment team
 
member may consider as non-compliance, the E.S.R.D. patient
 
may not. A charitable approach must be undertaken with the
 
patients, which allows them to construct their versions of
 
non-compliance, in order to set treatment goals which are
 
attainable.
 
The chronic illness of E.S.R.D. and hemodialysis
 
treatments are physicaTly and mentally debilitating to any
 
patient. Assuming the patient is able to stabilize and
 
adapt to the treatments, there are considerable amounts of
 
self-image issues which emerge. The patient's pale or
 
sallow skin complexion coupled with a pronounced fistula
 
access, serves to create feelings of inadequacy, shame and
 
the wanting to isolate. The recipe for misery and non­
compliance to the treatment regimen is exacerbated, when you
 
layer in the culture of the Hispanic patient. The
 
mainstream medical model is generic in its approaches, which
 
makes it likely to fail when attempting to meet the needs of
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 the Hispanic E.S.R.p, patient. Gampbell (1986: pp. 3) lists;
 
three phases which aGcompany chronic illness: "symptom
 
recognition, diagnosis, and death and terminal illness."
 
As discussed earlier, the Hispanic E.S.R.D. patient may
 
have different perceptions of death and his or her own
 
mortality. In some instances, the antagonist which
 
constantly provokes thoughts of death and dying is the . ,
 
■ ' ■ ■ ■ ■ , ■ . ■ ' - ' ■■ ■■ ■ M ' 
dialysis machine and the treatment team around it. Much of|
what is defined as non-compliance may just be simple fear of 
dying hooked up to a dialysis machine, without a preserved ; 
dignity. "Studies show rather consistently that cultural 
attitudes toward an illness influence compliance, 
independently of knowledge about the illness and its 
treatment," (Hingston 1981: p. 3). Since little is known 
about the Hispanic E.S.R.D patient and non-compliance, the ■ 
time is now to unearth this unexplored terrain! 
18
 
 : HYPOTHESES
 
The hypotheses which will be postured here will be that
 
at the conclusion of the research that found levels of non­
compliance of the E.S.R.D. patient will be multi-factorial
 
in nature. From a position of intuition and experience in
 
the field leads to these assertions. Yet, I also would be
 
charitable to findings which refute my hypotheses. There is
 
a call here in general principle, which compels me to take a
 
stand. Due to the many social and political forces working
 
against the Hispanic E.S.R.D patient, much of it also
 
translates in the dialysis setting. The sense that the
 
newly arrived immigrant is here in this country to reap the
 
benefits without paying into the system serves to incite a
 
judgmental bias. When uncontrolled biases creep into the
 
minds of the health care giver, a lessened quality of
 
service is given. In their own humble and non-intrusive
 
way, after sensing the differential feelings, he or she
 
returns to the safety of the culture and belief systems. In
 
the utilization of his or her beliefs, which become non­
traditional, the Hispanic E.S.R.D patient becomes labeled.
 
Like most damaged, canned food items, they are either
 
discarded or given a lessened value. The scenario I have
 
created probably appears far-fetched, yet we are dealing
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here with a vulnerable individual with a catastrophic
 
illness which exacerbates thoughts of death with each
 
treatment.
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METHODS
 
In this qualitative research study of the Hispanic
 
E.S.R.D. patient, a Constructivist and Post-Positivist
 
paradigm will be used. Clearly, much of the literature of
 
related studies on non-compliance explain the many different
 
aspects as to why it takes place. The perspectives become
 
many, which creates a polarization between compliance and
 
non-compliance. Since we are attempting to define a
 
behavior which is always on a continuum, constructivism
 
appears to be an appropriate fit in exploring the multi
 
dimensional meanings of non-compliance. From the
 
professionals in the dialysis center will emerge the
 
constructed versions of non-compliance, which will lead to
 
questions. Once the agreed-upon questions have been
 
established by the professionals, they will be posed to 50
 
Hispanic E.S.R.D. patients. Once the data has been
 
collected through the administering of the questionnaire, it
 
will be gathered for statistical inquiry. A Post-Positivist
 
paradigm will emerge as the data which has been input will
 
be examined for any close associations linking the
 
established variables with non-compliance.
 
In returning to the Constructivist paradigm, the
 
hermeneutic dialectic circle will be composed of the:
 
1. Doctor; 2. Nurse; 3. Dietician; 4. Social Worker; and 5.
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Researcher. The researcher here will also be part of the
 
circle, since the sensitivity to the construction of the
 
term of non-compliance has been established. As of this
 
date, a preliminary set of questions has been agreed upon
 
and will be listed later in this text.
 
The process of shared constructions will continue,
 
until there is some consensus agreement in the circle of
 
making them concrete. This portion of the paradigm would be
 
taking place in the successive phases of the inquiry.
 
Phase 1 "Orientation and Overview": The researcher
 
seeks the clearance and approval to approach the
 
stakeholders to construct their versions of non-compliance
 
and the framing of possible questions to ask. Input by the
 
researcher is rendered, as he also assists in providing his
 
construction of the dilemma. Orientation will be given to
 
stakeholders of size of sample involving the 50
 
participants, who will sign informed consents in English and
 
Spanish, as well as being debriefed. The researcher obtains
 
written approval from dialysis clinic to study the human
 
subjacts.
 
Phase 2 ''Focused Exploration": In this phase, each
 
stakeholder will hear the contributions from the previous
 
stakeholders. The attempt here is to refine the questions
 
and reach some consensus agreement.
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Phase 3 "Member Check": In this phase, there is
 
reassurance that the CQllective information or questions
 
gathered stay as a collective perspective.
 
Determining Instrumentation:
 
The instrument used to gather information, which will
 
later become data, will be the questionnaire, in the
 
dialysis clinic, the Hispanic E.S.R.D. patients who consent^
 
to answering the questionnaire will be ihterviewed. The
 
above human subjects participating may have hheir interviews,
 
recorded^: to a,dd richness -to the 'sthdy^
 
choosing to answer the questionnaire will be asked to sign
 
en Informed Consent and will be issued a Debriefing
 
statement. In the body of, this proposal is an attached :
 
Informed Consent and Debriefing Statement. This formal,
 
document will also be translated into Spanish as well. On
 
the next page are the questions, which have been framed
 
collectively and will be asked of those patients who are
 
willing participants.
 
From this point on, this research study evolves into a
 
Post-Positivist paradigm. Using the principles of this
 
model, the data retrieved from the sample size of 50 out
 
patient hemodialysis patients will be input into a computer
 
program. The analysis of the data will be to implement
 
measures of central tendencies. With the use of mean, mode,
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median and range, the task becomes in these findings, in the
 
discussion and conclusion, to determine whether there is any-

close associations that the Hispanic E.S.R.D. patient is
 
more apt to be compliant or non-compliant. The intrigue
 
here becomes to uncover some of the factors, or perhaps the
 
multi-factorial account.
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PROCEDURES
 
The study proposed by the researcher was approved by
 
the Human Participants Review Board of California State
 
University, San Bernardino. After gaining agency approval
 
to interview 50 to 60 Hispanic End Stage Renal Disease
 
patients in the San Bernardino area, the researcher
 
proceeded to secure formal consents in the dialysis clinic.
 
All patients were Hispanic, and mentally competent to
 
decline or participate in the research study. Of 54
 
patients who were asked to participate, 50 chose to answer
 
the questionnaire. Of the 50 patients who consented, 15
 
were Spanish-speaking only. The consenting patients were
 
informed of the intent of the study in English and Spanish,
 
while signing informed consents in both languages and given
 
debriefing statements. The researcher interviewed the
 
majority of the patients as they were receiving their
 
hemodialysis treatments. The researcher gave special
 
consideration to the condition and stamina of the patients
 
to respond to the questionnaire. During the interviews many
 
pauses were taken during periods of difficulty tolerating
 
the treatments.
 
The time frame in gathering all patient interviews and
 
their responses to the questionnaires was two months. Once
 
all of the 50 questionnaires had been completed, the
 
researcher began to code the open-ended responses. All
 
answers were given a numerical value, with the researcher
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performing reliability checks with another M.S.W. student to
 
ensure validity.
 
Most of the answers were structured in a continuum or
 
scale format, to enhance the sense of their range. The
 
open-ended answers, after being coded, were then input into
 
The Statistical Package for Social Sciences. Once the
 
information had been input, frequency distributions and Chi-

Square cross tabulations were run. In Appendix A and
 
Appendix B the statistics of this sample are presented by
 
the researcher.
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DATA ANALYSIS
 
In Appendix A central tendency and the 23 variables in
 
frequency tables are reported. The findings emerge from the
 
questionnaire and sample of 50 Hispanic hemodialysis
 
patients. The frequency and percentiles of those variables
 
which suggest interesting and unanticipated findings will be
 
reported. A later exploration of the secondary findings
 
using a Chi-Square test through cross tabulations of
 
variables will be made, and are available for review in
 
Appendix B.
 
An examination of the question as to whether alternate
 
medications or treatments are used, showed 56% or 28 of the
 
50 patients admitting to their use. The remaining 22
 
patients answered ^'no" to their use, equaling 44%. A review
 
of why alternate treatments are used, had 25 patients or 50%
 
stating reasons of feeling physically better. Another 8% or
 
4 patients answered that it was because of cultural beliefs
 
that they used alternate treatments or medications. A
 
percentile of 42% of the patients here, or 21 of 50 answered
 
^no". Interesting findings were found when the question of
 
confidence was felt by 5 patients, equaling 10%, "''very
 
little confidence" was answered by 11; patients with a
 
percentile of 22%. Another 22 patients stated some level of
 
confidence equal to 44%. Only 12 of 50 patients or 24%
 
answered to having very much confidence. Of interest here
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is that 38 of the 50 patients lack complete confidence in
 
the treatment team.
 
In the patient responses to whether the treatment team
 
answers their questions completely about their medical
 
condition and treatments, only 12 of 50 or 24% felt that
 
medically oriented questions are answered. Another 15
 
patients or 30% believed that patients equal to 36% felt
 
that questions are answered sometimes. A remaining 5
 
patients or 10% expressed that their questions are never
 
answered. Patient feelings about the treatment noted that
 
40 or 50 experience some level of fear and depression. Very
 
little depression was felt by 10 patients equal to 20%,
 
while another 15 of 50 or 30% answered to being fearful and
 
depressed all of the time. Only 10 of 50 patients or 20%
 
answered to no depression and having accepted treatment.
 
Patient knowledge about their condition noted that 21
 
of 50, or 42%, had good medical and technical understanding
 
of their condition. However, another 12 patients equaling
 
24% answered to having some basic knowledge, but needing
 
more information. Another 12 subjects or 24% answered to
 
knowing very little, while another 5 subjects equal to 10%
 
felt that they know nothing at all about their condition.
 
Patient responses regarding family knowledge about their
 
condition showed that 17 of 50, or 34%, believed that family
 
had basic information, but needed more. Other answers were
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that 13 of 50 or 26% felt that family knew very little, with
 
another 5 patients or 10% feeling that the family knew
 
nothing at all. In this variable, only 3 patients or 6%
 
believed that family members were well informed about their
 
condition.
 
Answers of the patients regarding family knowledge of
 
their treatments noted that 10 of 50 or 20% believed they
 
had good, medical and technical information. Another 15
 
patients out of 50, or 30%, felt that family had basic
 
information, but needed more knowledge. Other responses to
 
this variable showed 13 of 50 (26%) expressing that family
 
members know nothing at all about their treatment. Only 5
 
of 50 subjects, or 10%, felt that family members were well
 
informed about their treatments.
 
Marital status showed that 64% or 32 of 50 patients are
 
married. Another 5 of 50 (10%) are single, 4 of 50 (8%) are
 
separated or divorced and another 9 of 50 (18%) are widowed.
 
Live-in assistance with the 50 patients showed 31 (62%) had
 
their helper living with them, while another 19 subjects
 
(38%) answering that their helper was not in the home.
 
Thirty three of 50 (66%)patients answered to receiving
 
primary help from family members, with another 3 of 50 (6%)
 
receiving help from family and friends. Help from formal
 
supports was noted in 6% or 3 of 50, while 7 of,50 or 14%
 
reported very little help from anyone. Four of 50 subjects
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(8%) reported no help from anyone to this question.
 
Patient responses to their knowledge about treatment had 42%
 
or 21 of 50 stating good technical understanding. Twelve of
 
50 subjects (24%) understood that it kept them alive.
 
Additional answers here noted that 5 of 50 (10%) knew basics
 
but needed more information, with another 12% or 6 of 50 not
 
knowing much. Other notable responses were 5 of 50 or 10%
 
know nothing at all, and 1 remaining patient or 2% not
 
wanting to know about treatment.
 
Compliance to medical treatment instructions found that
 
48% or 24 patients followed medications and never missed
 
treatments, while another 20 of 50 or 40% sometimes followed
 
medications, but missed occasionally. Another 5 patients
 
equaling 10% answered "''yes" in following medical treatment
 
instructions, while 1 of 50 or 2% never followed medications
 
and missed treatments. Patient responses as to whether
 
there are enough translators, had a frequency of 30 of 50
 
(60%) feeling translation was not a problem. It was also
 
noted that 13 of 50 (26%) of the responses showing
 
translation is sometimes a problem, with another 14% or 7 of
 
50 stating translation is always a problem. When patients
 
were asked whether there were problems with translators, it
 
was found that 28 of 50 or 56% stated no problems.
 
Additionally in this variable, it was also noted that 24% or
 
12 of 50 subjects felt that sometimes there is a problem
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with translators, while another 20% or 10 of 50 believed it
 
is always a problem. When patients were posed the question
 
as to which team member was most helpful, it was noted that
 
16 of 50 or 32% chose the dialysis technician. The next
 
choice for the patients was the registered nurse, at a
 
frequency of 11 out of 50 or 22%. An interesting finding
 
was that only 8 of 50, or 16%, felt that nephrologistor
 
medical doctor was most helpful. Another 2 of 50 or 4%
 
believed that the dietician was most helpful, with another
 
4% or 2 of 50 citing the social worker. Other remaining
 
responses here showed that 6 of 50 or 12% felt that everyone
 
was helpful, while 5 of 50 or 10% believed no one was
 
helpful to them.
 
Patient responses as to why the treatment team was
 
helpful, showed that 22% or 11 of 50 cited reasons that they
 
care about me. Another 44% or 22 of 50 felt it was due to
 
the skills, while 14% or 7 of 50, responded that they
 
understood and had feelings for them. Other findings were
 
that 10% or 5 of 50 answered that they listen to them, with
 
the remaining 5 of 50 patients or 10% responding that they
 
were not cared for. Transportation to the dialysis clinic,
 
showed that 18 of 50 or 36% having friends and family
 
members as their sources. Another 17 of 50 or 34% had
 
patients driving themselves, with the remaining 15 of 50 or
 
30% relying on public or Medi-Cal van transport. Religious
 
affiliation noted that 42 of 50 subjects were Catholic,
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 equal to 84%, Other affiliations were 6 of 50 or 12% having
 
other beliefs or being Christian, with 2 other subjects out
 
of 50 patients or 4% having none. Attendance at church,
 
found 23 of 50 patients or 46% attending one or more times
 
per week, with another 6 of 50 or 12% in church one or more
 
times per month. Patients not attending church very often
 
noted 12 of 50 or 24%; another 9 of 50 or 18% never attend.
 
Chi-Square cross tabulations of variables appear in
 
Appendix B. A summary of the findings will be presented,
 
using those of notable significance. Chi-Square tests of
 
variables greater than >.05 will be summarized. Cross
 
tabulations of patients following medical treatment
 
instructions against transportation, showed a .016 level of
 
significance. Comparison tests of variables of what the
 
patient knows about treatment and whether there are enough
 
translators showed a .032 result.
 
Patient feelings about treatment, when cross tabulated
 
against whether there were problems with translators, noted
 
a .053 level of significance, A level of significance of
 
.117 was found when patients following medical treatments
 
was compared to what they know about their condition. Once
 
again the compliance variable was/tested against patients
 
using alternate medications or treatments, resulting in a
 
.137 level of significance. All other Chi-Square cross
 
tabulations appear in Appendix B. Of note is that the
 
32
 
additional Chi-Square tests were well out of ranges of
 
significance for this summary.
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DISCUSSION
 
Medical compliance for the Hispanic patient with End
 
Stage Renal Disease are the underpinnings of this research.
 
It was proposed here that levels of non-compliance for this
 
population would yield significant findings, which would be
 
multi-factorial in nature. After a review of the findings,
 
there appears to be valuable results, worthy of rich
 
discussion. However, in the review of the findings, there
 
is minimal statistical evidence to support close
 
associations of less than .05 in the Chi-Square tests. The
 
bulk of this discussion will be central to the variables
 
which showed significant frequencies and percentiles.
 
Further discussion will be presented on the Chi-Square cross
 
tabulations which showed some weak associations, with Part
 
II reserved for observational entry.
 
With 56% or 28 of 50 patients admitting to the use of
 
alternate medications or treatments, much can be said.
 
Certainly these numbers and percentiles suggest that some
 
patients are in doubt that conventional medications and
 
treatments are effective. A representation of non­
compliance could be argued here. The result found here
 
would clearly be in conflict to the medical treatment teams'
 
care plan and prescription. Even with the present
 
acknowledgments of holistic medicine in the medical
 
community, the adherence to the more traditional, controlled
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pharmaceutical prevails.
 
Patient doubt about traditional medications and
 
treatments leading to the use of alternatives, could also be
 
seen as augmentation. In an attempt to find medications and
 
treatments, the patient begins to augment or integrate them
 
with what the nephrologist-M.D. and treatment team has
 
prescribed. For example, if the patient has been
 
complaining to the doctor about irritability and
 
restlessness due to a nerve condition called Neuropathy,
 
other solutions will be sought. In addition to using the
 
prescribed medications, the patient may use Yerba Buena or
 
the Good Herb, to assist in calming the nerve endings. As
 
with many of the patients, there is a long-standing history
 
of other pre-existing medical diagnosis before entry into
 
hemodialysis. With the added layer of renal failure and the
 
regimen of hemodialysis to cope with, other alternatives to
 
the medical prescription are Seen as salvation.
 
Since over half of the patients sampled are using
 
alternative medications and treatments, one might ask why
 
they are being used. A review of patient responses notes
 
that 50% or 25 patients stated using them for feeling
 
physically better. Another 8% or 4 patients stated their
 
use attributed to cultural beliefs. Common uses of the
 
following herbs and plants were stated: A mint plant,
 
called Yerba Buena would be used as a tea to calm the
 
nerves, or in a more primitive fashion, chewed right off the
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plant. The Nopales or Flat Paddle Cactus, indigenous to the
 
Southwest, are consumed as an anti-oxidant, with claims in
 
assisting diabetic conditions and the kidney.
 
The Aloe Vera plant from the garden, or in tablet or
 
liquid form purchased from the nutritional store, was also
 
being used. Reasons listed for the use of Aloe Vera were
 
for the perceived magical, effect, assistance in minimizing
 
the skin scarring on the access arm. Other explanations for
 
the use of the organic alternatives described appeared
 
constant in those patients answering "''yes" to the use of
 
outside agents.
 
A return as to why 56% or 28 of 50 patients are using
 
alternative treatments or medications renders much
 
discussion. Certainly, the treatment team has overt or
 
undercurrent information that the patients are using non­
traditional treatments to assist in their assorted maladies.
 
In the dialysis clinic, the health care team, while being
 
cognizant of the use and attempting to accommodate a
 
cultural rationale, will still see a breach. A perception
 
or construction that the patient has taken part in the
 
breach of their treatment plan will be formulated and
 
suggested adherence to the best path for the patient to
 
follow. In this school of thought, the patient can
 
experience an adverse, physical reaction when using
 
alternative treatments alone, or when coupled with
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mainstream medications.
 
The significant frequency of Hispanic patients using
 
alternative medications and treatments deserves additional
 
study but it is thought that a primary push for the patient
 
to use alternatives, becomes one of salvation. With their
 
use, just feeling physically better or with the hope that
 
their quality of life will improve on hemodialysis, becomes
 
the impetus. From the patient perspective much of the use
 
of alternative medications is to counter the symptoms of the
 
illness and effects of the treatments. If the mainstream
 
medications prescribed by the treatment team are not
 
adequate in easing the pain of chronic treatments, other
 
remedies will be sought. Basic survival, comfort, and hope
 
become the essential instincts for the use,of alternatives
 
remedies.
 
Although only 8% or 4 of 50 patients felt that culture
 
played a part in the use of alternative medications, the
 
downplay is worthy of discussion. For the Hispanic patient
 
here the degree of acculturation will have some impact.
 
Less time in the country will equal less time being exposed
 
to the beliefs of the dominant culture. The safe return or
 
the clinging to the old traditions and beliefs is more apt
 
to take place. Another consideration becomes socioeconomic
 
status. The lack of resources to have routine medications
 
covered for the newly arrived immigrant patient affords them
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 no other option, but to use what is affordable. For
 
the more affluent or acculturated Hispanic patient, the use
 
of alternate remedies could be: blended with the mainstream
 
medications. The Hispanic patient with second and third
 
generations in the country will have had a higher degree of
 
acculturation. From the above, the dual cultural experience
 
takes place. For example, if the patient has some belief
 
that the prescribed medications from the doctor are working,
 
then all is fine. When believability of whether medications
 
are useful is being questioned, this patient may return to
 
the "^abuelita" or grandmother for a consultation. The
 
consultation will be to explore with the elderly and decide
 
the known herb which will provide some relief or possible
 
cure. Clearly, with the Hispanic patient there exists a
 
cultural component as to why alternative treatments and
 
medications are used or dismissed.
 
An examination of whether the Hispanic patient has
 
confidence in the treatment team provides for some
 
interesting discussion. Of concern here is that 38 of 50
 
patients lack complete confidence in the treatment team.
 
With only 24% or 12 of 50 patients expressing that they have
 
very much confidence, much thought enters at the disparity.
 
Acknowledgment is made here that 33 patients expressed 'very
 
little to some" confidence. Confidence in the treatment by
 
the patient needs to be seen through the lens of the
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patient. The events and experiences which take place each
 
time the patient enters the dialysis clinic, should be taken
 
into account. The perception of confidence or the lack of
 
it, warrants a look at what has provoked it.
 
At the start of the hemodialysis treatment, the
 
dialysis technician may experience difficulty with the
 
venous access of the patient, fequiring multiple needle
 
prying and sticking. . In the process of these efforts, the
 
fistula access can be pictured and infiltrate, or
 
haemorrhagia, causing inability to begin hemodialysis. The
 
above events are taking place with the patient having the
 
minimal anesthesia, lidocaine, if he or she.has consented,, \
 
In most cases it will be necessary for the patient to be
 
referred to a Surgeon-M.D. for a fistula revision. ; ,
 
Throughout this physical ordeal, the patient may have been
 
treated without explanation or with an inappropriate
 
attitude. When this occurs for the vulnerable patient, many
 
emotions will be experienced. Anger and mistrust will
 
manifest into the lack of confidence in the health care
 
professional. The above scenario becomes more complex when
 
the patient is unable to speak English. Consideration is
 
made here, however, to the fact that some patients come into
 
the dialysis clinic with preexisting histories of poor
 
vascular access or circulation.
 
Other points of discussion to this variable resides in 
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 the area of service and response time to the concerns of
 
the Hispanic patient. For example, if the patient
 
inquiries about a particular nutritional supplement, or haS
 
asked for a referral to see another specialty M.D. and then
 
experiences delay, an erosion in confidence begins.
 
Compliance to the medical regimen set forth by the treatment
 
team becomes a much more difficult task when the patient
 
lacks confidence in them.
 
In looking at whether the treatment team answers the
 
questions of the Hispanic patient, there were a wide range
 
of responses. Only 12 of 50 or 24% of the patients felt
 
that their questions were answered all of the'time.
 
The frequency of responses are clustered around patient
 
questions being answered sometimes or most of the time.
 
Another 5 patients, (10%) feel that the treatment team never
 
answers their questions. Although it becomes a difficult
 
task to answer all questions from the patients, a greater
 
number of patients should have a more satisfactory sense
 
that their questions will be answered. Cognizance is made
 
here that some patients may not like or believe the answer
 
they are hearing, or the team member may not be qualified to
 
answer the question posed. However, in most ideal dialysis
 
clinic situations, every attempt should be made to respond
 
to patient questions. With compliance of medical treatment
 
regimen as the collective goal, information return and
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 feedback only increases the potential for its attainment.
 
Feelings about the hemodialysis treatment for the 
Hispanic patient showed some level of fear and that 
depression is experienced by 40 of the 50 patients sampled. 
Clearly, many patients experiencing fear and depression 
appear to meet much of the criteria of major depression in 
the Diagnostic and Statistical Manual for Mental Disorders ■ 
IV. ;■ V: , \ ■ , ■ ■ ■ ,, . . ,1'/ 
. Using the Multiaxial Evaluation Report Form in the 
D.S.M. IV, (pp. 34) , an imaginary diagnosis is made on one , 
of the human subjects and can be found in Appendix C. . In 
Axis I would be Major Depressive Episode, as the Hispanic 
patient,struggles in attempting to overcome the excessive ■ 
fear and thoughts of death associated with the hemodialysis 
treatment. Axis.II would be deferred, but left open should 
a more pervasive mental illness begin to surface. In Axis ' ;V 
III would be stated the General Medical Conditions, End ■ 
Stage Renal Disease and Diabetes Type II. Axis IV for the 
patient, Psychosocial and Environmental Problems, would have 
all boxes checked, exempting issues with the legal system or 
crime. A Global Assessment of Functioning score for this 
patient would show between 41 to 60. 
The need for chronic hemodialysis treatments becomes a 
precipitating factor which contributes to the Hispanic 
patients feelings of fear and depression. A rationale which 
emerges here is that chronic illness and treatments will, in
 
most cases, equal chronic depression. The complete control
 
the treatment has over the patient leaves very little
 
that can be controlled. The citing of the D.S.M. IV was
 
used to illustrate the point that a high number of the
 
Hispanic patients are experiencing much fear and depression,
 
with little evidence of diagnosis or treatment. An
 
assumption becomes that the severity of the medical
 
condition is overriding the emotional parts of the patient,
 
with minimal exploration to this piece.
 
An examination as to what Hispanic patients know about
 
their condition, shows that 29 of 50 patients need more
 
information. Many reasons can be suggested with this
 
variable. In the dialysis clinic, the push to meet the
 
treatment start time tends to dismiss the importance of also
 
making it a teaching moment for the patient. Managed Care
 
and the capitation of reimbursements to providers also
 
affects the staffing ratio in the dialysis clinic. For
 
example, a role of patient educator could come about if
 
Hispanic patients are expected to improve on their knowledge
 
about their condition. In the dialysis clinic, the patient
 
will receive much handout information regarding condition
 
and treatments. The crux of the matter is whether the
 
Hispanic patient will be able to understand and read the
 
materials. It is doubtful here that much attention is paid
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 to the literacy skills of the patient.
 
Patient responses to family knowledge about their
 
condition noted that 35 of 50 believed that information was
 
lacking. Unless there is a member of the family who is the
 
strpng advocate for the patieutr , they,W:M^ know.what, is .
 
brought home. Much of the information given out to family
 
members operates in the present or while the patient is on ,
 
the machine. The necessary outreach to inform family
 
members about the patient's condition, will take place when
 
there is a physical crisis for the patient or non-compliance
 
in the form of missing treatments. The above becomes
 
preventable with an assertiveness by the treatment team that
 
patients and families understand the condition.
 
It was found that 35 of 50 Hispanic patients felt that
 
their family members needed to know more about the
 
hemodialysis treatments. Of significance here is that it
 
becomes a frequency of value. The value and the meaning it
 
translates into plays an important part in patient
 
compliance. For the family members of the Hispanic patient,
 
who have little knowledge about the treatments much can be
 
said. Effective reinforcement by family members to have the
 
patient follow the prescription for treatments, becomes
 
greatly minimized. With little or no knowledge about the
 
importance of the treatments, there will be no questions
 
from family members when the patient decides to miss.
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Another time the patient will sign off early from
 
hemodialysis and arrive at home without question from family 
members. As the family members continue in the dark without 
sound information from the treatment team/ the patient 
becomes the victim, who is unable to be evaluated for 
transplantation due to acts of non-compliance. Yes, the 
patient must take responsibility here, but lack of 
information to the family supports should not be dismissed. ­
An informed and knowledgeable family member can have a^ 
-positive impact in minimizing non-compliance in the Hispanic­
-patient. 
- A.look at patient;knowledge about treatments noted that , 
21 of 50 had good technical and medical information. The­
rerriaihing 29 patients expressed some,basic, knowledge/ as 
well as little to none. There would be a small argument 
that the lesS- informed patient ■ is. not likely . to follow 
through with the.medical prescription. The information 
gathered regarding, this.variable, suggests that, despite, 
having a major' catastrophic illness of kidney failune/ a 
substantial number of Hispanic patients are not well 
;informe-d.' Perhaps, the Hispanic patient is - less apt to ask . 
questions about the treatments, thus yielding to being 
humble and silent. Other possibilities could be the shame 
over a poor accent when speaking English by the patient. 
- For the treatment team member, the display of silence 
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by the patient can lend an impression to being content,
 
leading to an assumption that the patient understands the
 
condition. The notion that all information will be conveyed
 
because there are translators for the Spanish-speaking
 
patient, is erroneous. Whether the treatment team is
 
educating the patient in English or Spanish will not ensure
 
that knowledge being internalized. Knowledge has a greater
 
opportunity to adhere if the treatment team member is able
 
to speak the language of the patient. The language
 
expressed here is in affective or cognitive description. A
 
distinction or awareness of how the patient is able to order
 
information, or conceptualize it, becomes imperative.
 
Further incentive to increase patient knowledge about
 
treatments are the soaring costs of acute care stays.
 
Complications associated directly with patient non­
compliance to medical treatments will result in acute care
 
hospitalizations. In some cases, better patient knowledge
 
can prevent the above, and enhance the sense of stability to
 
out-patient, dialysis treatments.
 
A high frequency of Hispanic patients in this sample
 
are married. Thirty-two of 50 patients expressed being
 
married, while the remaining 18 patients were either single,
 
separated, divorced or widowed. Some argument could be made
 
that patients who are married will have better levels of
 
compliance to the treatment regimen. However, the
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refutation becomes that . as . to the ,
 
quality of these marital relationships in this study. Yet,
 
the high visibility of husband or wives of the patients in
 
the dialysis clinic Suggests a posture of support; The mere
 
presence of the spouse during routine treatments for the
 
patient, translates into^ a .potential^ for stronger . Supports .
 
in the home., For example, the,.attentive wife or husband ­
will assist in the. dispensing pf: medications, and attempt td
 
ensure the appropriate dietary a.nd liquid intakes,for . the. ,
 
patient. Clearly,/this discussion does not,infer that being ,
 
a single patient will, mean being less compliant. . The.,
 
feeling here is that from the commitment/of.the marriage and ■ 
the built-in proximity of the other,,/ makes compliance an 
easier task for the patient.. ... The ,task in maintaining 
compliance to a medical regimen for the single, widowed or / . 
divorced patient appears more difficult./, 
The single or divorced, patient may have infrequent . i
 
partners,, leading to,incpnsisteht reihfofcement in adhefing . .
 
to the medical presGrlption. For the .elderly,/ widowed ,
 
patient, a family member or formal care giver may have less
 
investment as to the significance of medical compliance.
 
Live-in assistance for the Hispanic patient found that /,
 
31 of 50 had their helper living with them. This frequency
 
of responses is closely aligned with the numbers of patients
 
answering to being married. The discussion to this variable
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would mirror the stated advantages and disadvantages of : 
marital status. Patient responses as to whether help is from 
family members or friends, show a predominant frequency of 
33, that family members are primary helpers. It becomes 
apparent that the family member who is providing the help 
for the patient is a husband or wife. If the spouse of the ■ 
patient is frail or unable to provide aid, there will be a 
family member or formal provider to assist. The formal 
provider could be from In-Home Support services or the staff 
at a skilled nursing facility. For the elderly and frail 
patient, who is lodged in the convalescent hospital, non­
compliance may take shape in another form. The lack of 
exchange of medical information between the dialysis clinic 
and convalescent hospital can create,compliance problems for
 
the patient For example,. with little information in the
 
convalescent setting about the patient, severe dietary or
 
fluid overloads are likely. Upon entry into the dialysis .
 
clinic the patient,may experience physical,difficulty
 
tolerating the treatment and thus requiring hospitalization.
 
The point here is that, in some cases, medical systems
 
failure can contribute to the non-compliance of the patient.
 
With 29 of 50 Hispanic patients responding that they
 
are following medical treatment instructions this could
 
support the argument that more than half are compliant.
 
Yet, for those treatment team members who would contend that
 
satisfaction could be found in these statistics this would :
 
be assuming that an inferior quality of care is acceptable.
 
The other 21 of 50 patients are seldom following medications
 
and missing treatments occasionally. Discussion as to why a
 
significant number of patients admit to not following the
 
medical prescription will begin here.
 
With the patient already saddled with the symptoms of
 
kidney failure, the receiving of the hemodialysis treatments
 
exacerbates feelings of physical inadequacy. A natural
 
resistance will take place to a machine they must be
 
dependent upon to survive. The control that hemodialysis
 
and the treatment team has over the patient becomes quite
 
overwhelming. From the legitimate imposition on the life of
 
the patient, a free will choice will occur. , The choice i..
 
becomes to miss treatments or not take medications. When
 
patients decided to be non-compliant to the treatment
 
prescription, they have exercised their rights to self-

determination. In the carrying out of non-compliance, a ^ r.;
 
pathology or label will be placed on the patient. The added
 
.dimension of an inability to speak the English language by
 
the patient makes the label more complex.
 
, A large number of Hispanic patients, 30 of 50, answered
 
that there were enough translators in the dialysis clinic. ; :
 
The remaining 20 patients felt that there was a lack of
 
translators. For those subjects expressing that lack of '
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translation is a problem this could support the argument
 
that:.they are, hot getting^^ medical message. With
 
compliance as the working goal of the patient and treatitient
 
team, attainment here could be questionable. Patient
 
responses as to whether they experienced probleins with
 
translators found 28 of 50 stating no problems. Another 22
 
patients would .respond that;they had experienced problems
 
with the ciihic translators t-At;these frequehcies suggest,
 
the .:medical;^^t should not be safe in assuming
 
that translation,:Wiil , equal accuracy of medical, information.
 
.In:: the translation from."English to Spianish, the conveyahce; ;:
 
of .. informat.ion becomes, critical , to patient compliance. .
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RESULTS
 
The scope of these observations is not to pass
 
judgment, but to provide an intuitive account of the
 
results. Cognizance is made here of the relatively small
 
sample and that only Hispanic patients were interviewed. As
 
the interviews of the patients began to be compiled, a trend
 
was being shaped as the answers began to unfold. The trend
 
is clearly not good news, as large numbers of Hispanic
 
patients admitted to depression over the treatments. Many
 
patients verbalized feelings of fear and loss due to the
 
tremendous control the treatments had over their daily
 
lives. Perhaps here, in the patients' acts of non­
compliance to- hemodialysis, it becomes their only means of
 
regaining the control that has been surrendered. Yet, as
 
the patients confirmed their depression in a verbal way, the
 
more meaningful story was told in a physical and non-verbal
 
way.
 
A flat effect was present in the majority of those
 
patients interviewed. Awareness is taken here that lethargy
 
and other general medical conditions can mimic symptoms
 
consistent with depression. Many of the patients were
 
wrapped in their own blankets, as they slept during the
 
duration of the treatments. In the witnessing of these non
 
verbal cues, it became the symbolic gesture of withdrawal
 
and a magical way for the patient to remove the provoker of
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their dilemma. Other patients had tears welling in their
 
eyes as a silent answer to the question of feelings about
 
the treatments.
 
From many of the patients' weakened and emaciated ­
physical appearances, one would conclude a low self-concept.
 
As the dialysis technician or registered nurse would
 
periodically monitor and check the patients during
 
treatment, very little was explored as to their emotional
 
well being. It is understood'here that the fast-paced push
 
to meet the designated treatment schedule may hot allow for
 
emotional exploration. Yet, just as.the treatment team
 
members are committed to. the physical health,of the patient,
 
a bigger investment must be made into their mental health..
 
Compliance to the treatment prescription becomes quite,
 
compromised when the patient is mihed in heplessness. ,
 
Many patients blatantly a.dmitted to not following:.the
 
medical prescription and sought the use of aiternative aids•,.
 
The researcher believes that they are reaching for the .
 
miracle cure of remedy to their grave disability. The
 
question becomes: '*Do the patients believe in the
 
instructions of the treatment team?".. While some patients
 
expressed believing them, others have serious doubts about
 
the information being provided. The intent of the treatment
 
team is to educate.and provide support towards compliance to
 
the regimen. Yet, it is felt here that as many choose to
 
use other treatments, many patients fail in understanding
 
the technical instructions. If the patient is not grasping
 
the information, they will use what works for them.
 
Compliance becomes a farfetched notion if the patient is not
 
understanding what is being said.
 
Of great concern to the researcher was that a
 
substantial number of the Hispanic patients questioned their
 
.condition-or treatment. With reduced know!edge.,- the caveat
 
becomes lower level of compliance and subsequent shorter
 
life spans for the Hispanic patient. It is hoped here that ­
there is no differential treatment given to the Hispanic
 
patient than that given to their Caucasian or African-

American counterparts.!
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FINDINGS .
 
In the discussion,of the.findings,;many factors :
 
appeared to have an impact on the medical compliance of the
 
Hispanic End Stage Renal Disease patiehtv T
 
this research study are of significance in a number of ways.
 
As a former social worker in a dialysis clinic, I had a
 
genuine interest in further studying this population. ,Ih
 
the role of social worker for seven years,, I was at the
 
pulse of many of the life and death issues of these .
 
,	 subjects. The common theme, of the dialysis clinic, which :
 
was always, echoed, was '"non-compliance" or the ""difficult"
 
patient. When^ it came to the Hispanic patient, the cultural
 
layer of language and ethnicity added another dimension to
 
the perception. The thrust of this research was to expose
 
and discuss: the factors impacting medical,compliance for
 
this particular group.. The other,motivation was that there
 
was a paucity of literature of the Hispanic with End Stage
 
Renal Disease.
 
For the treatment team members in the dialysis clinic,
 
it will serve in providing them with a unique patient
 
perception on the delivery of health care services. Given
 
the concerns of the Hispanic patients, it is hoped a newer ,
 
and fresher insight will be gained. The perceptual shift,
 
in viewing the patient in a different light, will enhance
 
the potential for a shift in treatment.
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 Earlier it was highlighted that the Hispanic patients
 
are saddled with much depression and lack adequate
 
understanding of their condition and treatments. There
 
would be little argument that improvements in these areas
 
is bound to improve compliance levels a degree or two. I
 
have recommended improvements that may assist in the
 
reduction of the noted problems.
 
One, that there be consistent patient support groups,
 
facilitated by the social worker, to not only educate, but
 
to assess the group content in identifying the need for
 
single patient and family therapy. Two, that the dialysis
 
clinic utilize social workers to provide therapy in that
 
setting. To simply refer the patient out to any number of
 
family service agencies becomes less effective.
 
Transportation to another agency becomes a problem and,
 
of course, outside therapists would not know the disease-

specific issues of the patient. Understanding that
 
compliance will never be completely resolved should not
 
deter efforts to minimize it. A possible refutation to my
 
recommendations would be that social workers are already
 
present in the dialysis, center. Clearly, the findings are
 
indicative that in the present arrangement, the social
 
worker has little time to contend with these problems.
 
For example, Cognitive-Behavioral Therapy or in some
 
cases a Solution Focused therapy Could be effective. Yet,
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in the daily functions of the dialysis clinic, the problems
 
of the Hispanic patient are not dealt with until there is a
 
crisis.
 
The Hispanic patients in this dialysis clinic need
 
better clarity of information involving their condition and
 
treatments. Treatment team members must consider the
 
cognitive and educational levels of the patient. A formula
 
approach in instructing and educating the Hispanic patient
 
will miss the mark in most cases. The social worker may
 
have to gear down and go where the patient is at.
 
The better proposition becomes preventive maintenance
 
of the patient, so that the breakdown will not take place
 
down the road. With the dialysis clinic taking care of the
 
complete patient compliance can be made.
 
A suggestion for future research of the Hispanic End
 
Stage Renal Disease patient could be further exploration
 
with any of the issues presented here. The greater value to
 
future research in this area is the knowledge gained in
 
better understanding not only the Hispanic patient, but all
 
individuals with this catastrophic illness!
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APPENDIX A:> FREQUENCIES
 
Frequencies 
Statistics 
Does , 
Alternate Are there treatment Follov/ 
medicatio enough confidence team medical Help from 
nsAreatme translator in treatment answer treatments family and 
nts? ■ ■ ■ ,s?-, team questions instructions' friends 
N, V 
. . . 50, . 50 :7.;50:. . 50 50 , 50 
Missing^ ... , 0. O'' ■■ 0 . 0; . 0 
.Mead: : 1.5600, 1.5400 . ,2.6200: ' y 2.6800 ■ 2.3400 2:9400 
Median 2.0000, . 1;0000 .3.0000 3:0000 2,0000 ,3.0000 
, Mode 2.00 1.00 . 3.00 2.00 2.00 3.00 
Std. Deviation 
.5014. . 7343 .9190 9570 .6884 . 1.0382 
Variance 2514 : ; ;:5392, 8445 .9159 4739 1.0780 
Range 1.00 2.00 , 2.00 3.00 . 3.00 5.00 
Pefcentiles 25 1.0000 , 1.0000 2.0000 2.0000 , . 2:0000. 3.0000 
,'50 2.0000: toooo 3.0000 3.0000 2^0000 3.0000 
■ ■ 75­ ^ ■ ■■ 2.0000 2.0000 3.2500 3^2500 3.0000 3.0000 
Statistics 
How do Were there 
you feel How is problems 
about treatment Live-in Marital Transport v/ith the 
treatment paid assistance Status ation translators? 
N , Valid 50 50 50 50 50 50 
Missing Q 0 0 0 0 0 
Mean 2.3000 3.3000 1.3800 1.8000 1:9600 1.6400 
Median 2.0000 3.0000 1.0000 1.0000 2.0000 1.0000 
Mode 1.00^ 3.00 1.00 1.00 2.00 1.00 
Std. Deviation 1.1112 .9949 .4903 1.1952 .8071 .8020 
Variance 1.2347 .9898 .2404 1.4286 ;.6514 .6433 
Range 3.00 4.00 1.00 3.00 2.00 2.00 
Percentiies 25 1.0000 3.0000 1.0000 1.0000 1.0000 1.0000 
50 2.0000 3,0000 1.0000 1.0000 2.0000 1.0000 
75 3.0000 4.0000 . 2.0000 3.0000 3.0000 2.0000 
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Statistics
 
Whatdo Whatdoes Whatdoes 
you know family know Whatdoes patient Whatdoes 
atx)ut your atx)ut family know know about treatment 
condition? condition about tx tx team do? 
N Valid 50 50 50 50 50 
Missing 0 0 0 0 0 
Mean 2.3400 2.9000 2.8600 3.4200 3.2800 
Median 2.0000 3.0000 3.0000 4.0000 3.0000 
Mode 2:00 3.00 3.00 400 5.00 
Std. Deviation 1.0994 1.0738 1.1954 1.6047 . 1.4148 
Variance 1.2086 1.1531 1.4290 2.5751 2.0016 
Range 3.00 4.00 4.00 5.00 4.00 
Percentiles 25 1.7500 2.0000 2.0000 1.7500 2,0000 
50 2.0000 3.0000 3.0000 4.0000 3.0000 
75 3.2500 4.0000 4.0000 4.0000 5.0000 
Statistics
 
Why use
 
alt Who Why were
 
treatment
 Attendance helped they
 
s?
 AGE RELIGION at church most helpful

N
 Valid
 50 50 50 50 50
 50
 
Missing
 0 0 0 0 0
 0
 
Mean
 1.6600 55.12
 1.2000 2.1400 3.1400 3.7200
 
Median
 2.0000 55.50 1.0000 2:0000 2.0000 4.0000
 
Mode
 2.00 61
 1.00 1.00 1.00 5.00
 
Std. Deviation
 
.6263
 17.04 .4949 1.1954 2.1382 1.3856
 
Variance
 
.3922 290.27 .2449 1.4290 4.5718 1.9200
 
Range 2.00
 65 2.00 3.00 6.00 4:00
 
Percentiles 25
 1.0000 40.25 1.0000 1.0000
 1.0000 3.0000
 
50 2.0000 55.50 1.0000 2.0000 2.0000 4.0000
 
75
 2.0000 ,70.50
 ; 1.0000 3.0000 5.0000 5.0000
 
a. Multiple modes exist. The smallest value isshown
 
Frequency Table
 
Alternate medications/treatments?
 
Valid Cumulativ
 
Frequency
 Percent Percent e Percent
 
Valid no
 22 44.0 44.0 44.0
 
yes
 28 56.0 56.0
 100.0
 
Total
 50 100.0
 100.0
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Are there enough translators?
 
Valid
 Gumulativ
 
Frequency Percent Percent
 e Percent
Valid No not a probiem
 
30 60.0 60.0
 60.0
Sometimes is a problem
 
13 ;^:o 
-^6:0: 86.0
 
Always a problem
 
14.0
 
Total
 
■ J ; 14.0 : 100.0 
50
 100.0 ; 100.0
 
confidence In treatmentteam
 
Valid Gumulativ
 
Frequency Percent Percent
 e Percent
Valid No confidence
 
10.0 10.0
 10.0
 
Very little confidence
 
, 11'. 22.0 22.0 32.0
 
Some confidence
 22
 44.0
 44.0 76.0
 
Very much confidence
 
12
 24:0 :24.0 , 100.0
 
Total
 50 100.0 100.0
 
Does treatment team answer questions
 
Valid Gumulativ
 
Frequency Percent Percent
 e Percent
Valio Neveran^erquestions
 
5 10.0 10.0
 10.0
 
Answer questions
 
sometimes 18 36.0 36.0 ; 46.0
 
Answer questions most
 
15
ofthe time 30.0 30.0 \ 76.0
 
Answer questions all of
 
the time 12 24.0
 24.0 100.0
 
Total
 
50
 100.0 100.0
 
Follow medicaltreatments instructions
 
Valid Gumulativ
 
Frequency Percent
 Percent e Percent
Valid yes
 
5 10.0 10.0
foilow meds,never 10.0
 
24
misstreatment 48.0 48.0
 58.0
 
Sometimes,but
 
miss occasionally 20 40.0 40.0 98.0
 
Neverfollow meds, 
misstreatments ■ -I; 2.0 2.0 100.0 
Total 50 100.0 100.0
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Helpfrom family and friends
 
Valid Cumulativ 
Valid No help from anyone 
Frequency 
4 
Percent 
8.0 
Percent 
8.0 
e Percent 
8.0 
Very little help from 
anyone 7 140 14.0 22.0 
get help from family 
. 33 66.0 66.0 88.0 
get help from family 
and friends 3 6.0 6.0 94.0 
get helpfrom formal 
support ■3.­ 6.0 , 6.0 1,00.0 
Total 50 100.0 100.0 
How do you feel about treatment 
, Valid Cumulativ . 
Frequency Percent Percent ' e PercentValid Fearful/depressed all 
the time 15 30;0 30.0 30.0 
Fearful/depressed 
part of the time 15 30.0 30.0 . 60.0 
Very little depression 10 20.0 20.0 80.0 
No depression, have 
, 10' 20.0accepted 20.0 100.0 
Total 50 100.0 ioo;o 
How is treatment paid 
Valid Cumulativ 
Frequency Percent Percent e Percent 
valid Medicare 1 2.0 2.0 2.0 
Medical 10 20.0 20.0 22.0 
Medicare and Medici 18 36.0 36.0 58.0 
HMO 15 30.0 : 30.0 88.0 
Other 6 12.0 12.0 TOO.O 
Total 50 100.0 100.0 
LiVenn assistance 
Valid Cumulativ 
Frequency Percent Percent e PercentValid Yes, helper lives with me 31 62.0 62.0 62.0
No, helper doesnt live 
with me 19 38.0 38.0 100.0 
Total 50 100.0 100.0 
Marital Status
 
Valid Cumulativ
 
, Frequency Percent Percent e Percent 
Valid Married 32 64.0 64.0 64.0 
Single 5 10.0 10.0 74.0 
Seperated/divorced A 8.0 8.0 82.0 
Widowed 9 18.0 18.0 100:0 
Total 50 100.0 100.0 
Transportation
 
Valid Cumulativ
 
Frequency , Percent
 Percent e Percent
Valid Drive myself
 
17
 34.0 34.0 34.0
 
My friends and
 
family transport 18 36.0 36.0 70.0
 
Public or Medical
 
van transport 15 30.0 30^0 100.0
 
Total
 50 100.0 100.0
 
Were there problems with the translators?
 
Valid Cumulativ
 
Frequency Percent Percent Percent
e

Valid No problems
 28
 56.0 56.0 56.0
 
Sometimesthere
 
is a problem 12 24.0 24.0 80.0
 
Always a problem 10
 20.0 20.0
 100.0
 
Total
 50 100.0 100.0
 
Whatdo you know about your condiltion?
 
Valid
 Cumulativ
 
Frequency Percent
 Percent e Percent
Valid 1 know something,
 
12
need more info 24.0 24.0 24.0
 
Good medical,
 
technical answer 21 42.0 42.0 66.0
 
1 know nothing at all
 5 10.0 10.0 76 n
 
1 know very little
 12 24.0 24.0
 100.0
 
Total
 50
 100.0 100.0
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Whatdoes family know aboutcondition
 
Valid Cumulativ 
Frequency Percent Percent e Percent 
Valid Knows nothing at all 5 10.0 10.0 10.0 
Knows very little 13 26.0 26.0 36.0 
Knowssome basic info, 
needs more 17 34.0 34.0 70.0 
good technical/medical 
answer 
12 24.0 24.0 94.0 
Well informed 3 6.0 6.0 100.0 
Total 50 100.0 100.0 
Whatdoes family know about tx
 
Valid Cumulativ
 
Frequency Percent Percent e Percent
 
Valid Knows nothing at all
 7 14.0 14.0 14.0
 
Knows very little
 13 26.0 26.0 40.0
 
Knows basic info,
 
lacks more info
 15 30.0 30.0 70.0
 
Knows
 
10 20.0 20.0 90.0
medical/technical info
 
Well informed about tx
 5 10.0
 10.0 100.0
 
Total
 50 100.0 100.0
 
Whatdoes patient know about tx
 
Valid Cumulativ
 
Frequency Percent Percent e Percent
 
Valid Keeps me alive 12
 24.0 24.0 24.0
 
1 dont wantto know
 1
 2.0 2.0 26.0
 
1 dont know much
 6 12.0 12.0 38.0
 
good technical answer
 21 42.0 42.0 80.0
 
Know nothing at all
 5 10.0 10.0 90.0
 
Know basics, but need
 
more info 5 10.0 10.0 100.0
 
Total
 50 100.0 100.0
 
Whatdoes treatmentteam do?
 
Valid Cumulativ
 
Frequency Percent Percent e Percent
 
valid Dontknow
 6 12.0 12.0 12.0
 
1 know a little bit
 12 24.0 24.0 36.0
 
They are here to help
 8 16.0 16.0 52.0
 
Here for medical
 
treatment reasons
 10 20.0 20.0 72.0
 
1 know whatthey all
 
do 14 28.0 28,0 100.0
 
Total
 50 100.0 100.0
 
61
 
Why use alt treatments? 
Valid Doni use them 
Feels physically t>etter 
Cultural belief 
Total 
Prequency 
21 
25 
4 
50 
Percent 
42.0 
50.0 
8.0 
100.0 
Valid 
Percent 
42.0 
50.0 
8.0 
100.0 
Cumulativ 
e Percent 
42.0 
92.0 
100.0 
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RELIGION
 
Valid Cumulativ 
Frequency Percent Percent e Percent 
Valid Cathoiic 42 84.0 84.0 
Other t)elief/Christian ■ 12.0 12.0 v96.0 
None 
■ 2 .4.;o 4 b 100,0 
Total 50, " Vioo.o"' ioob
 
Attendance atchurch
 
Valid :, Cumulativ
 
.Frequency Percent Percent ,
 e Percent
 
Valid One or more
 
23 : 46.0 . 46;o
times per week 
. > ^ 46ib,;
 
1 or more tirnes
 
per month : 12.0 . 5Q'0:.
, ; :i2:o" ^
 
Not very often .
 ■ :V24.0 ■ 24,0 82^0 
Never attend ,.'9 _ 1'8.0 ; leo, i.bo.b
 
Total
 50
 mo- ioo.o
 
Who helped most
 
Valid Cumulativ
 
Frequency , Percent . Percent e Percent
 
Valid Dialysis technician
 16 32.0 32.0 32.0
 
RN 11 22.0 22,0 
- 54,0
 
Dietitidn
 2 4.0 4.0
 58.0
 
MD
 8. 16.0 16.0
 74.0
 
Social Worker
 4.0
 4.0 78.0
 
Everyone
 6 12.0 12.0 90.0
 
No one
 5 10.0 • , 10.0 ^ 100.0
 
Total
 50 100.0 100.0
 
Why were they helpful
 
Valid Cumulativ
 
Frequency
 Percent Percent e Percent
 
Valid Dontcare atxjut me
 ■ ■ ■■■ .-■ 5 • 10.0 10.0 10.0 
Listened to me 5 ■ 10.0 10.0 20.0
They care for me 11 22.0 22.0 42.0
They understand 
and feel for me 14.0 14.0 56.07 
They had skills 22 44.0 44.0 100.0 
Total 50 100.0 100.0 
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APPENDIX B: CROSSTABULATION
 
Follow medical treatments instructions
 
* Transportation Crosstabulation
 
Count
 
Transoortation
 
Public or
 
My friends Medical
 
Drive and family van
 
myself transDort transport
 Total
 
rOllQW yes 
1 4
 5
 
medical
 
treatments n^vermiss
 
6 6
instructions ueatment 12 24
 
Sometimes,
 
but miss
 10 8
 2 20

occassionally
 
Never follow
 
meds. miss
 
1 1
 
treatments
 
Total
 17
 18 15
 50
 
Chi-Square Tests
 
Asymp.
 
Sig.
 
Value df
 (2-sided)
 
Pearson
 
Chi-Square 15.650^ 6 .016
 
Likelihood Ratio
 16.934
 6 
.010
 
Linear-by-Linear
 
Assodalion 1 .267
1.234
 
N of Valid Cases
 50
 
a.6cells(50.0%)have expected count less than 5.The minimum expected count is .30.
 
Crosstabs
 
Case Processing Summary
 
Cases 
Vailid Missina Total 
Follow 
N Percent N Percent N Percent 
medical 
treatments 
instructions 
* How is 
50 100.0% 0 .0% 50 100.0% 
treatment 
paid 
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Chi-Square Tests
 
Asymp.
 
Sig.
 
Value df (2-sided)
 
Pearson
 
14.526^ 6 ,024
Chi-Square
 
Likelihood Ratio
 13,375 037
 
Linear-by-Linear
 
1.460 1 ■ : .227Association
 
N of Valid Cases
 50
 
^• 8 cells(66.7%)have expected count less than 5.The mlnihiUm expected count is 1.40.
 
Crosstabs
 
Case Processing Summary
 
Cases 
Valid Missinq Total 
N Percent N Percent N Percent 
How do 
you feel 
about 
treatment * 
Were there ,50 100.0% 0 .0% 50 100.0% 
problems 
with the 
translators? 
How do you feel abouttreatment* Were there problems with the translators?
 
Crosstabuiation
 
Count
 
Were there problems with the
 
translators?
 
Sometimes
 
No there is a Always a
 
problems problem problem Total 
How do you feel Fearful/depressed 
about treatment all the time 11 ■ '1 ■ 3 15 
Fearful/depressed
 
8 • 5 " 2 15
part of the time
 
Very little
 
depression 3 2 5 10
 
No depression,
 
have accepted 4 10
 
Total
 28 12 10 50
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Are there enough translators?'Whatdoes patient know about tx Crosstabulation
 
Count
 
What does patient know about tx
 
1 don't 1 don't good Know 
Keeps me want to know technical nothing 
alive know much answer at all 
Are there enough No not a 
translators? problem 8 1 6 11 1 
Sometimes 
is a problem 4 5 4 
Always a 
problem 5 
Total 12 1 6 21 5 
Are there enough translators? * What does patient know about tx Crosstabulation
 
Count
 
What
 
Know
 
basics,
 
but need
 
more info Total
 
Are there enough No not a
 
translators? problem 3 30
 
Sometimes
 
is a problem 13
 
Always a
 
problem 2 7
 
Total
 5 50
 
Chi-Square Tests
 
Asymp.
 
Sig.
 
Value df (2-sided)
 
Pearson
 
Chi-Square
 19.724® 10 .032
 
Likelihood Ratio
 23.261 10
 .010
 
Linear-by-Linear
 
3.605 1
Association .058
 
N of Valid Cases
 50
 
3- 15 cells(83.3%)have expected count less than 5.The minimum expected count is .14.
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Chi-Square Tests
 
Asymp.
 
SiQ;
 
Value
 df (2-sided)
 
Pearson
 
14.526
Chi-Square 6 .024
 
Likelihood Ratio
 13.375
 6 .037
 
Linear-by-Linear
 
1.460
Association 1 .227
 
N of Valid Cases
 50
 
8 cells(66.7%)have expected count less than 5.The minimum expected count is 1.40.
 
Crosstabs
 
Case Processing Summary
 
Cases 
Valid Missina Total 
N Percent N Percent N Percent 
How do 
you feel 
about 
treatment * 
Were there 50 100.0% 0 ,0% 50 100.0% 
problems 
with the 
translators? 
How do you feel abouttreatment* Werethere problems with the translators?
 
Crosstabulation
 
Count
 
Were there problems with the
 
translators?
 
Sometimes
 
No there is a Always a
 
problems problem 
_problem Total
How do you feel Fearful/depressed
 
about treatment all the time 11 1 3 15
 
Fearful/depressed
 
8 5 2
part of the time 15
 
Very little
 
depression 3 2 5 10
 
No depression,
 
have accepted 6 4 10
 
Total
 28 12 10 50
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Case Processing Summary
 
Cases
 
Valid
 Missina Total
 
N Percent N Percent N Percent
 
Follow
 
medical
 
treatments
 
instructions
 
V What do 50 100.0%
 0 .0% 50 100.0%
 
you know
 
about your
 
condition?
 
Crosstabulation
 
Count
 
What do YOU know about vour condition9
 
1 know Good 
something, medical. I know 
need more technical nothing 1 know 
Follow 
medical 
yes 
follow meds, 
info 
■ ■ 2 : 
answer 
2 
at all very little Total 
< 
o 
treatments 
instructions 
never miss 
treatment 
.2 10 ■ ' ' 3-­ • 9 
Sometimes, 
but miss 
occassionally 
8 ■;-;.i :■ ^ 2p 
Never follow 
meds, miss 
treatments ■ ■ ■ ^ 
..t;­
Total 12 21 . 5'' 12 50 
Chi-Square Tests 
Asymp. 
Sig. 
Value df (2-sided)
Pearson ' ' A' 
Chi-Square 14.142' . -.9 ■ .117 
Likelihood Ratio 15.597 .076 
Linear-by-Linear 
.509Association .476 
N of Valid Cases 50 
a. . The minimum expected count is .10. 
Crosstabs 
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Case Processing Summary
 
Cases 
Va[lid Missing Total 
N Percent N Percent N Percent 
Follow medical 
treatments 
instructions' 
Alternate 50 100.0% 0 .0% 50 100.0% 
medications/treatment 
s? 
Follow medical treatments instructions * Alternate
 
medications/treatments? Crosstabulation
 
Count
 
Alternate
 
medications/treatment
 
s?
 
no yes Total
 
Follow yes 4 1

medical follow meds, 5
 
treatments never miss
 
11 13 24
instructions treatment
 
Sometimes,
 
but miss
 6 14 20
 
cccassionally
 
Neverfollow
 
meds,miss 1
 1
 
treatments
 
Total
 22 28 50
 
Chi-Square Tests
 
Asymp.
 
Sig.
 
Value df (2-sided)
 
Pearson
 
5.526^ 3
Chi-Square .137
 
Likelihood Ratio
 6.050 3
 .109
 
Linear-by-Linear
 
2.074 1
Association :i5p
 
N of Valid Cases
 50
 
s.4 cells(50.0%)have expected count less than 5.The minimum expected count is .44.
 
Crosstabs
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APPENDIX G: MULTIAXIAL ASSESSMENT
 
34 MultiaxialAssessment
 
Multiaxial Evaluation ReportForm
 
The following form is offered as one possibility for reporting multiaxial evaluations In
 
some settings, this form may be used exactly as is; in other settings, the form may'be
 
adaptedtosatisfy special needs, ■ , . - / 
AXISL- ClinicalDisorders
 
Other Conditions TljatMayBeaI-ocus ofClinicalAttention
 
Diagnostic code DSM-IV name
 
Major Depressive Disorder
 
AXIS11:PersoTiality Disorders
 
MentalRetardation
 
Diagnostic code DSM-IV name
 
—-— Deferred
 
AXISIII:GeneralMedicalConditions
 
lCD-9-CM code jCD-9-CM name
 
Fai Inrp, V
Diabetes Mellitus Type II
 
ly'- PsychosocialandEnvironmentalProblems
 
Check: ■ 
KProblems with primarysupportgroup Specify: Questibnable
 
Problems related to the socialenvironment Specif•. Isolated /
 
CX Educational problems Specify: Some cocrnitive delays
 
CK Occupational problems Specify: Permanent disability
 
CX Housing problems Specifv: Poverty level
 
ck Economic problems Low/fi^cPd innomp
 
CK Problems with access to health,care services Specify: Transportation

□ Problems related to interaction with the legal system/crime Specify: _____ 
□C Other psychosocial andenvirorimental problems Specifw-Financip 1 
AXIS V: GlobalAssessment ofFunctioning Scale Score: - 0— 
Timeframe: 
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APPENDIX D: QUESTIONNAIRE
 
1. 	 Tell me what you know about dialysis?
 
2. 	 Tell me what you know about your kidney failure?
 
3. 	 Tell me what your family knows about your dialysis?
 
4. 	 Tell me what your family knows about your kidney
 
failure?
 
5. 	 Tell me what the people on your treatment team do?
 
6. 	 Tell me how much confidence you have in the work of the
 
treatment team?
 
7. 	 Tell me if you know and follow the instructions for
 
your medication?
 
8. 	 Do you use other types of cures? What are they? Why
 
do you use them?
 
9. 	 Tell me how you feel about dialysis?
 
10. 	Tell me about the help you get from your family or
 
friends?
 
11. 	How is your treatment being paid for?
 
12. 	How do you get to the dialysis center?
 
13. 	Does your treatment team answer the questions you have
 
about condition?
 
14. 	When you have questions, does the communication get
 
confused because of lack of translators? Does having
 
a translator, lead toady communication problems?
 
15. 	What is your marital status?
 
16. 	Does your spouse or helper live with you?
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17. 	What is your age?
 
18. 	What are your religious affiliations?
 
19. 	How often do you attend religious services?
 
20. 	What member of your treatment team has been most
 
helpful to you? Why?
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APPENDIX E: INFORMED:CONSENT'; ^
 
The study in which you can now participate is designed
 
to investigate medical compliance of Hispanic dialysis
 
patients. This study is being conducted by Leo Cruz, a
 
graduate social work student at California State University,
 
San Bernardino. The study has been approved by the Human
 
Participants Review 3bard of California State University,,
 
San Bernardino. The University requires that you give your
 
consent before participating in a research study. In this :
 
study, you will be. asked to answer questions related to your
 
treatments. It should take about 15 minutes to complete the
 
questions. 'All information gathered will be kept strictly , ,
 
confidential,by the researchers. At no. time will your name.
 
be reported by any of your answers. At the end of the .. .
 
study, you may receive a report of the results. The risks
 
to you of participating are minimal.. If you have any
 
questions about this study, please contact Dr. Glicken at
 
(909) 880-5501. Please understand that your participation
 
in this study is totally voluntary and you may withdraw at
 
any time.
 
By placing a mark in the space below, I acknowledge
 
that I have been informed of, and understand the nature and
 
purpose of this study, and I freely consent to participate.
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By this mark, I acknowledge that I am at least 18 years of
 
age. Give your cionsent to participate by making a check ""X"
 
or sign. |
 
Signature or X DATE
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APPENDIX F: DEBRIEFING STATEMENT
 
This study was conducted by Leo Cruz, a Master of
 
Social Work student at California State University, San
 
Bernardino, under the supervision of Dr. Morley Glicken,
 
Professor of Social Work at California State University, San
 
Bernardino. The purpose was to study medical compliance and
 
the Hispanic dialysis patient. If any of the questions you
 
were asked on the questionnaire caused you any emotional
 
harm, or should you have any questions about this research
 
study, please ,call Social Work, Geri Conway at 881-187.8.
 
You may receive the results of this study after June 1,
 
1999, by calling Dr. Glicken at 880-5557.
 
76
 
REFERENCES
 
Bean,	F.D & Tienda, M. (1987). "^Language as a Communication
 
Barrier in Medical Care for Hispanic Patients" Hispanic
 
Journal of Behavioral Sciences.
 
Berkman, B. (1990). ^Monitoring Services for Quality
 
Assurance - The JCAHO Model." The Directors Forum.
 
Vol. XV, No. 2 4-10.
 
Bower, John D. (1995). '®The Issue: The Role of the
 
Professional in the Management of Non-Compliant or
 
Problem Dialysis Patients" Dialysis & Transplantation.
 
Vol. 24, No. 4 173-174.
 
Burnell, M.S. (1997). '"The hemodialysis patient: Object of
 
diagnosis or part of the treatment team?" Advanced
 
Renal Replacement Therapv. Vol. 4, No-. 2 145-151.
 
Castex, G.M. (1994). '"Providing Services to Hispanic/Latino
 
Populations: Profiles in Diversity" Social Work. Vol.
 
39, May 1994.
 
Congress, E. P. & Lyons, B.P. (1983). '"Cultural Differences
 
in Health Beliefs: Implications for Social Work
 
Practice in Health Care Settings" Social Work in
 
Healthcare. Vol. 17 (3) 81-96.
 
Coutts, L.R. (1991). '"What are the incentives for the
 
E.S.R.D. patient?" Nephroloay News & Issues. Vol. 5,
 
No. 4 5-12.
 
DePalma, J.R. (1989). ""Black Americans on the E.S.R.D.
 
Program" Contemporary Dialysis & Nephroloav. April
 
1989.
 
Faris, Mickie H. (1994). "When Your Kidneys Fail" A
 
Handbook for Patients and Their Families, Third Edition
 
pp. 23.
 
Grossman, A.S. (1979). "Cultural Differences in Health
 
Beliefs: Implications for Social Work Practice in
 
Health Care Settings" Social Work in Healthcare. Vol.
 
17 (3).
 
77
 
  
 
 
Ibach, Michael B. MD (1995). Predictors of Compliance
 
After Hospitalization" Journal of LA State Medical
 
Society' Vol. 147, 321-324.
 
Levy, Norman B. (1995). '^A Psychiatrist Answers Questions
 
About Nohcompliance" Dialysis & Transportation. Vol.
 
. '24, No. 4 187-1882 :
 
Longres, J.F. (1979). '"Cultural Differences in Health
 
Beliefs: Implications for Social Nork Practice in
 
Health Care Settinas^^ Social Work in Healthcare. Vol.7
 
17 (3).. ■ 7 . '■7; . ■ ■■ 
Lundlin, Peter A. MD (1995) . ^Causes of Noncompliance in 
- . Dialysis Patients" Dialysis & Transportation. Vol .„ 24,, 
' No. 4- 174-177.; 
Moore, Brian 0. (1994) . 1"Violent and Non-Compliant 
Patients: Can or Should We.Refuse .Treatment? A 
Patient's View" Nephroloay News & Issues. Sept. 28-30. 
Norris, K. (1995) . 'The Challenges FacingMinorities: An , 
Overview" Nephroloay News & Issues. Sept. 1995. 
Pugh> J.A. (1995) ,. 'Tracking the Causes of E.S.R.D. in the 
Hispanic Population" Nephrdloav News & Issues. Oct. 
, 1995.7 ■ 
Pugh, J.A. (1996) . 'Diabetic Nephropathy and End-Stage..Renal 
.Disease for'Mexican-Americans 
.Rubin, Allen & Babbie, Earl. (1997) . Research Methods for 
Social Work. Belcont. OA: Wadsworth. 
Scofield, Giles R. (1995) . 'The Problem of Non-Compliance: 
Is it Patients or .Patience?" H.E.C Forum. 7 (2-3) : . 
■ ■ 150-165.7 , 
Shapiro, R.S. (1994) 'Fluid Overload! A Technique to Enhance 
Fluid Compliance" Dialysis and Transolantation. ' Vol. 2,. 
■ ■ ■ . .-No. '67;., :303...' . 
Shapiro, R.S (1981) . 'Language as a Communication Barrier 
in.Medical.Care for Hispanice Patients" Hispanic 
Journalof Behavioral Sciences. 
78 
